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12.1. Introduction 


Sexuality is an integral and typical part of the development of individuals, covering 
a wide repertoire of behaviours and social interactions but also of individual actions 
that express the relationship to another person. Sexual behaviours are defined as 
normative, deviant or criminal, bringing every subject at risk to engage in illegal 
sexual behaviours and/or to experience sexual difficulties [1-3]. Sexual offences, 
a major public health concern, are defined as any violation of established legal or 
moral codes of sexual behaviour [4]. Among criminal behaviours, sexual violence 
is seen as a more invasive and intrusive crime and one of the most serious crimes 
[5] with a high prevalence worldwide [6] and severe impact at a personal and social 
level for the victims [7]. 
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However, only around 16-35% of all sexual assaults are reported to the police in 
the USA [8, 9] due to, among other reasons, fear of reprisal, belief that the police 
would not do anything to help, fear of stigma associated with victims or fear of 
lack of evidence [10]. There is still some reluctance to discuss a subject as sensi- 
tive as sexual violence. Yet, there is an urgent need to increase our knowledge on 
the extent of this phenomenon, the offender characteristics and the contexts where 
these crimes are committed in order to provide the most appropriate care to every 
individual involved in sexual offences. 


12.2 Characteristics of Sex Offenders and Typologies 


It is important to mention that the term sex offender (SO) refers broadly to people 
who offend against adult and/or child victims. Despite attempts to identify a specific 
set of characteristics that fits for all SOs, all researchers think that they constitute 
a diverse and heterogeneous population [11, 12]. This diversity is reflected by the 
type of crimes and illegal sexual behaviours (e.g. rape, child sexual abuse or sexual 
murders), as well as through the characteristics of the offenders, such as gender, 
age, and the context of the deviant behaviour (type of paraphilia, type of victims, 
psychiatric comorbidities as well as the association to addictive behaviours) [13- 
16]. Most SOs are males [17], 90-99% [18]. 

There is a wide consensus in classifying SOs according to their victim’s age 
(e.g. [19]) and to gender for paedophilic offenders. Regarding rape, it includes any 
forced sexual act (i.e. oral, anal, vaginal sexual penetration) perpetrated with the use 
of physical force, threat, violence, abuse of authority and, above all, lack of consent 
[20, 21]. On the other hand, the concept of sexual coercion is used only in situa- 
tions where aggressive methods do not involve the use of physical force or violence, 
commonly in situations where there is a relationship that involves a perpetrator in 
authority or trust [1, 22]. In cases of child or adolescent victims, coercion tends to 
be used to ensure the confidentiality and non-disclosure, after an interaction with 
anticipated negative consequences. Physical threats or other violent behaviours are 
uncommon in child sexual abuse, since it is easily possible to coerce a child without 
resorting to violence or force [23]. 

Regarding child SOs, their heterogeneity has been supported in various stud- 
ies [24-27], and their conceptual definition requires at least a major distinction 
between the terms paedophile and child sex offender (further developments of other 
distinctions are beyond the principal aims of this chapter). The literature argues 
that paedophilia concerns only those with a primary sexual attraction for prepu- 
bescent children, while child sexual abuse occurs when the individual acts sexually 
against a minor, without having any specific sexual preference for children [27, 
28]. Therefore, this sexual interest persistence represents the intensity of an indi- 
vidual’s paraphilic interest. According to Sigre-Leirés et al. [29], consistent with 
DSM-5 [30] criteria, personality characteristics of a person with paedophilia relate 
to impaired interpersonal functioning (e.g. reduction of assertiveness), disorders of 
self-esteem and self-concept features that can include a sense of failure associated 
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with unacceptable sexual desires. These features are also associated with cognitive 
distortions related to their victims and to sexual behaviour. 

The terms SO and paraphilias will be used in the following text. In order to 
clarify the respective use of these words, it is important to remember that not all 
SOs suffer from a paraphilia, but only some of them, from 2 to 30% of the male 
population according to DSM-5 [30, 31]. In the same way, not all patients with 
a paraphilia become SOs, i.e. actually act according to their sexual urgencies (in 
many cases, they only suffer from deviant sexual fantasies or urges, or their deviant 
sexual behaviour does not involve a non-consenting person or a child). According 
to DSM-S [30] or to ICD-10 [32], paraphilias are defined as sexual disorders which 
are characterized by ‘recurrent, intense, sexually arousing fantasies, sexual urges or 
behaviours, generally involving (1) non human objects, (2) the suffering or humili- 
ation of oneself or one’s partner, or (3) children or other nonconsenting persons that 
occur over a period of 6 months’ (criterion A), which ‘cause clinically significant 
distress or impairment in social, occupational, or other important areas of func- 
tioning’ (criterion B). DSM-5 describes eight specific disorders of this type (exhi- 
bitionism, fetishism, frotteurism, paedophilia, sexual masochism, sexual sadism, 
voyeurism and transvestic fetishism) along with a residual category called ‘para- 
philia not otherwise specified’, based on their estimated prevalence and their poten- 
tial to entail action classified as crimes since they may damage others. Beech et al. 
[33] have argued the need to revise the definition of these criteria and their classifi- 
cation, since they exclude some categories, such as coercive or hypersexual disor- 
ders. Whereas some sexually deviant acts are classified as paraphilias, others arise 
in the context of neurological or psychiatric diseases and alcohol or drug abuse. 
In general, individuals with exhibitionism or paedophilia make up the majority of 
apprehended SOs [31]. Finally, there is overlap between the DSM-5 classification 
and the legal terminology only in the case of exhibitionism. Rape is not included 
in this classification. However, a small number of rapists may meet the criteria for 
having a paraphilia as well (often exhibitionism or paedophilia). The focus of a 
given paraphilia is usually very specific and unchanging. Furthermore, there is con- 
siderable comorbidity among the paraphilias (e.g. one-third of paedophiles are also 
exhibitionists) [34, 35]. 


12.3 Theoretical Explanations for Sexual Offences 


As already described in other psychiatric disorders such as schizophrenia (biopsy- 
chosocial model), Ward and Beech [36, 37] proposed an integrated theory of sexual 
offending (ITSO), which is a comprehensive etiological framework to account for 
the development of sexual offending. This multifactorial model is capable of explain- 
ing causal mechanisms and further clinical phenomena evident in particular types of 
sexual offences (e.g. rape, child sexual abuse). According to Ward and Beech [36], 
sexual abuse occurs as a consequence of various causal factors, such as biological 
(e.g. genetic factors and neurobiology), ecological (e.g. social and cultural environ- 
ment, physical environment, personal circumstances) and core neuropsychological 
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systems underpinning human actions. The model suggests that sexual abuse has a 
multisystemic nature, with clinical phenomena observed in SOs resulting from the 
interaction between these factors. Compared with typical theories (see [38], for a 
review), this integrated theory of sexual offending seems to encourage therapists to 
think dynamically and to take into account a number of causal variables while for- 
mulating a case [37] and finally to understand the role of ecological variables both 
in creating the conditions for sexual abuse and in affecting offender vulnerabilities. 


12.4 Sexual Offences and Length of Stay 


The concept of length of stay (LoS) was applied to inpatients (e.g. prisoners, 
patients in prison or in forensic units) as referring to the period of time (in days) 
they remain in any care facility [39]. Indeed, SOs usually spend long periods of time 
in care facilities; a prevalence of 50% of SOs among long-stay (mean of 8 years 
LoS) forensic populations was reported in Belgium [40]. The main criterion for 
their length of stay is based on recidivism risk. But mental disorder alone does not 
predict future violence, and any association requires the consideration of histori- 
cal (e.g. past violence, juvenile detention, physical abuse), dispositional (e.g. age, 
sex), contextual (e.g. environmental stressors, unemployment, victimization) and 
clinical (e.g. substance abuse, psychiatric comorbidity, personality disorders) fac- 
tors [41, 42]. People with severe mental disorders more often show these factors. 
Regarding sexual violence, although some reliable studies [43] indicate that sub- 
stance use, personality disorders or psychiatric disorders and any inpatient care are 
also significantly associated with sexual recidivism, recent research [44] suggests 
that mental health psychiatric diagnoses are not predictive of recidivism on their 
own. Nevertheless, a significant number of SOs exhibit specific criminogenic and 
psychiatric characteristics that prevent them from making progresses or doom them 
to be long-term forensic psychiatric patients with security needs. This could include 
a broad spectrum of mental disorders (e.g. personality disorders, mental retardation, 
addiction, autism). 

As expected, and according to a study by Ross et al. [45], patients who have 
committed serious crimes, including murders and sexual assaults, were more fre- 
quent in the long-term group. In contrast, a high percentage of patients in the 
short-term group had committed nonlethal violent crimes such as physical abuse 
(43%). Some studies [46] showed that forensic male patients were more likely 
than women to be convicted of sexual crimes, with women being responsible 
for only 4—-5% of all sexual crimes [47, 48]. Therefore, considering the nature of 
their crimes, males tend to stay longer in forensic care. The prevalence of sexual 
offence charges committed by women has been difficult to analyse, as studies 
conducted on adult SOs in long-term rehabilitation wards are almost non-existent. 
Spain appears to be one of the few European Union countries where data con- 
cerning the long-term rehabilitation of sex offenders are available. Specifically, 
in Catalonia, of the 582 registered sexual crimes committed in 2015, 17% of 
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offenders were forensic psychiatric patients with security needs [49], evidencing 
a lower, yet considerable, proportion of this type of offenders. In France, there are 
no long-term forensic care facilities. After being released from jail, SOs receive 
mandatory care as outpatients under the combined supervision of a judge and a 
medical coordinator [31]. 


12.5 Recidivism Among Sex Offenders 


Recidivism is a major concern with SOs, especially in paedophilic subjects mainly 
or exclusively interested in young boys. Incarceration may stop an individual with 
paedophilia from committing illegal sexual acts against children, but it does not 
change their internal sexual orientation. Treating the offenders is critical in an 
approach to preventing sexual violence and reducing victimization. 

In a meta-analysis with adult SOs (61 follow-up studies, n = 28,972 men), 
Hanson and Bussiere [50] reported a sexual offence recidivism rate of 13.4% 
(23,393 cases) in a follow-up period of 4—5 years. Sexual offence recidivism was 
best predicted by the type of sexual deviancy and, to a lesser extent, by general 
criminological factors (e.g. age, total prior offences) and, of course, failure to com- 
plete treatment. Seven years later, Hanson and Morton-Bourgon [51] performed an 
updated meta-analysis of 82 published and unpublished articles, including 35 from 
those analysed by Hanson and Bussiere in 1998. They found a sexual recidivism 
rate of 13.7% (n = 19,267, follow-up periods ranging from 12 to 330 months). 
In 2009, the same authors found in another meta-analysis with the same popu- 
lation (n = 28,757, 118 studies, average follow-up of 70 months) an observed 
sexual recidivism rate of 11.5% [52]. Alexander [53] conducted a review of 79 
sex offender treatment outcome studies published between 1943 and 1996 includ- 
ing 10,988 subjects (7% were juvenile SO) and follow-ups up to 5 years; analy- 
ses based on location of treatment resulted in close recidivism rates whatever the 
location (6.3—8.5%) (i.e. outpatient setting, prison, hospital or unspecified; effi- 
cacy was based on rearrests). Consistent with these findings, according to a meta- 
analysis conducted by Reitzel and Carbonell [54] focused on juvenile SO, sexual 
recidivism rate, for those in the studies who received any treatment, was 7.37% 
(n = 1655), whereas sexual recidivism rate for those receiving no treatment was 
18.93% (n = 1331) (average duration of follow-up: 59 months). In sum, it seems 
like recidivism rates are lower than what the media tends to show, which are mostly 
cases involving repeat offenders, individuals who could have been assessed at high 
risk of recidivism or those who fell through the cracks of the judicial or correc- 
tional system at one point or another. This influences community perception of and 
attitudes towards SOs [55]. Consequently, public opinion is that most, if not all, 
SOs will one day offend again. If we consider the influence that perceived social 
risk can have on the management of SO within the criminal justice system, this 
could explain why these types of offenders are more likely to stay longer in foren- 
sic psychiatric care facilities. 
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12.6 Treatment of Sex Offenders 


A variety of interventions has been attempted to reduce sexual violence. These 
include strengthening sanctions for punishment, establishing laws and a registry of 
offenders and, above all, psychological and pharmacological treatment of offenders. 
In this regard, treatment for SO has been widely studied, and SO recidivism is one 
of the main outcomes when assessing their efficacy (see [56], for a review). 

Paraphilic SOs are particularly challenging in this regard [56, 57]. Treatment 
studies with this population are difficult to conduct, and much of the research has 
been done on male paraphilias. In addition, double-blind placebo-controlled stud- 
ies are extremely difficult to conduct in violent or recidivist SOs due to ethical 
reasons. 

Reducing sexual acting-out risk and improving psychosocial functioning are the 
ultimate aims of any treatment programme for SOs with paraphilic disorders. In 
addition to psychological and behavioural therapies, always used as first-line treat- 
ment approaches for any type of SO, several pharmacological treatment options are 
available in the most severe cases. 

Paraphilic men may be ordered by the judge to undergo psychiatric treatment 
as part of the rehabilitative aspect of sentencing, but these situations should leave 
treatment options up to the professionals. In case of antiandrogen treatment, it 
should include detailed information in order to obtain freely given informed consent 
(Belgian Advisory Committee on Bioethics 2006 [www.health.fgov.be/bioeth]). In 
some cases, however, failure of the offender to participate in treatment could lead to 
sanctions by the court, such as extended supervision in Australia and New Zealand 
[58], residential restriction in the USA [59] and therefore quasi-compulsory phar- 
macological treatment [60]. 

The evaluation of a paraphilic subject includes clinical and demographic factors 
[15], such as: 


e Age, gender, current and past marital status, number of children (age and gender, 
if any), current and past employment status (with or without access to children) 
and education level. 

¢ Conventional and paraphilic sexual fantasies and activity (number and type of 
paraphilias and their severity), exclusive or non-exclusive paraphilic behaviour, 
age at onset of paraphilic behaviour, gender and age of victims, intrafamilial 
paraphilia or not (known or unknown victim), Internet or video use, use of vio- 
lence, previous convictions for sexual or non-sexual offences, family and per- 
sonal history of sexual disorders, previous treatments for sexual offending and 
compliance, alcohol or illicit drug consumption before paraphilic sexual behav- 
iour and age of puberty. 

e Assessment of recidivism risk: the use of validated rating scales is 
recommended. 

e Evaluation of psychiatric comorbidity, hypersexuality or personality disorders, 
previous suicide attempts, history of brain trauma, nonpsychiatric diseases and 
treatment and previous history of sexual or physical abuse. 
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e Empathy, coping with stress, impulsivity, interpersonal relationships, insight, 
motivation for treatment, cognitive distortions and denial. 

¢ Careful medical examination, blood parameters and/or plasma hormone levels if 
hormonal treatment is needed. Baseline osteodensitometry measurement at regu- 
lar intervals is necessary in case of hormonal treatment. 

e Previous medical history and treatment efficacy (if applicable). 


The treatment choice will essentially depend on these previously enlisted 
parameters. 


12.6.1 Psychological Interventions 


Psychological interventions are generally based on behavioural or psychodynamic 
theories (Cochrane review: [61]). Behavioural interventions belong to two main 
groups: those based on traditional classical conditioning and/or operant learning 
theory (behaviour therapy or BT), which focus explicitly on changing behaviour 
by administering a stimulus and measuring its effect on overt behaviour, and those 
based on cognitive behavioural approaches (cognitive behavioural therapies or 
CBT); both may overlap. In the case of SO treatment, behavioural therapies include 
aversion therapy, covert sensitization or olfactory conditioning, whereas CBT is 
intended to change internal processes—thoughts, beliefs, emotions and physiologi- 
cal arousal—alongside changing overt behaviour, such as social skills or coping 
behaviours. In fact, SOs employ distorted patterns of thinking which allow them to 
rationalize their behaviour [62]. These attitudes include, e.g., the belief that children 
can consent to sex with an adult or that victims are responsible for being sexually 
assaulted. CBT programmes for SOs try to tackle and change these distorted atti- 
tudes and rationalizations that support or trigger offending behaviour and to pro- 
mote alternative ways of coping with deviant sexual thoughts and desires. They 
may also change major factors which can contribute to sexual offending, including 
inability to control anger, inability to express feelings and communicate effectively, 
reduced awareness of the effects of their crimes on victims, difficulties to man- 
age stressful situations or alcohol and drug abuse. They may also help to reduce 
the effect of personal trauma in case of past history of physical or sexual abuse. 
Offenders who have the most distorted thoughts and attitudes towards children are 
‘fixated paedophiles’ [62], who are usually the most challenging to treat and may 
also stay longer in any treatment settings. 

Hanson and Thornton [63] conducted a meta-analysis of all treatment programmes 
with 43 studies, comprising 5000 treated SOs compared to 4300 not treated. BT or 
other types of psychotherapy were compared to no treatment, and the duration of 
follow-up ranged from 1 to 16 years. The authors reported that the sexual offence 
recidivism rate was 9.9% in treated SO, whereas the no treatment group reported 
a recidivism rate of 17.4%. Kenworthy et al. [64], in a Cochrane meta-analysis of 
nine controlled studies (500 SOs of whom 52% were paedophiles, maximal duration 
of follow-up 10 years, psychotherapy and behavioural therapy versus no treatment), 
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reported that in one study (7 = 155) BT reduced the recidivism risk at | year of follow- 
up (relative risk for sexual offences: 0.78 in the treatment group as compared with no 
treatment); however, the most important study of this review included 231 subjects 
and compared no treatment with psychotherapy; the authors observed no statistical 
difference concerning efficacy between the 2 groups after 10 years (the measure used 
to compare was relative risk for being legally apprehended for a sexual offence: 1.87). 

In summary, though the first-line use of BT or CBT is recommended, further 
studies are needed to confirm the positive results observed in everyday practice in 
the treatment of SOs with paraphilias. 


12.6.2 Pharmacological Treatments 


In general, most reports on the treatments of paraphilias are case reports or series. 
Most frequently, treatment efficacy studies are marked by some methodological 
biases and are being extremely difficult to conduct for several reasons: sex offend- 
ing is not socially acceptable, and those who suffer from a paraphilic disorder 
rarely seek treatment voluntarily; ethical considerations make it difficult to perform 
double-blind placebo-controlled studies in potential offenders, leading to long and 
complicated approval procedures. Traditionally, the pharmacological treatment of 
sexually deviant behaviour was based on the assumption that suppression of the sex- 
ual drive would decrease paraphilic sexual behaviour. Ideally, successful treatment 
would mean that deviant sexual behaviours were suppressed, while conventional 
sexual fantasies and urges would be maintained or enhanced. 

Pharmacological treatment modalities currently used in paraphilic behaviours 
fall into two categories: those which work by either drastically lowering tes- 
tosterone levels or antagonizing the action of testosterone at the receptor level 
(gonadotropin-releasing hormone [GnRH] analogues and progestogens, respec- 
tively) and those that reduce sexual drive by other mechanisms (i.e. antipsychotics 
and serotonergic antidepressants [SSRIs]). Phenothiazines, such as thioridazine 
and fluphenazine, or butyrophenones, such as benperidol, have been used in SOs 
[65, 66]. Their incomplete efficacy and the risk of tardive dyskinesia have limited 
their prescription in the treatment of paraphilia. Antipsychotic agents may benefit 
SOs with comorbid psychotic disorders; indeed in these patients, hormonal ther- 
apy may even exacerbate psychosis [67]. Anecdotal reports have identified quick 
responses observed with lithium in different types of paraphilia (within 1-10 days) 
in individuals with comorbid mood disorders [68]. More recently, despite their 
off-label use and the lack of double-blind studies, serotoninergic antidepressants 
have been increasingly used in the treatment of paraphilias (for a review see [69]). 
These studies have reported a reduction in internalizing disorders (e.g. anxiety 
and depression), an increase in the ability to engage in psychotherapy, a decrease 
in paraphilic obsessions and greater control over paraphilic compulsive sexual 
behaviour, less non-paraphilic compulsive sexual behaviour and less non-sexual 
obsessive-compulsive behaviours, an increased understanding of their cycle of 
compulsive sexual behaviour and improvements in cognitive processes, such as 
concentration and memory. 
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In some countries (e.g. Germany, Czech Republic and some American states), 
laws on voluntary castration provide that voluntary surgical castration could be 
available in men aged at least 25 (in Germany). Surgical castration has increasingly 
been seen as ethically problematic and is forbidden in the rest of Europe [60, 70]. 

Losel and Schmucker [25], in a meta-analysis of studies reporting the efficacy of 
psychotherapy or pharmacological treatment on the recidivism risk in SO, as com- 
pared with no treatment reported a positive, albeit not significant, effect of treatment 
on sexual offence recidivism risk (hormonal treatment > behavioural therapy > cog- 
nitive behavioural therapy and personal therapy > group therapy). 


12.6.3 Combined Pharmacological and Psychological Treatments 


Based on the state of the art, the World Federation of Societies of Biological 
Psychiatry (WFSBP) proposed the following guidelines [15]: pharmacological 
interventions should always be part of a more comprehensive treatment plan includ- 
ing psychotherapy and, in most cases, BT or CBT. In fact, according to numerous 
reviews and meta-analyses, the combination of pharmacological and behavioural 
treatment coupled with close legal supervision appears to reduce the risk of a 
repeated offence [69, 71]. Of course, this takes time and affects the length of stay 
of SOs. In all cases, psychiatric comorbidities need to be assessed and treated when 
diagnosed, according to their types. The WFSBP algorithm also defines six levels 
of pharmacological treatment for different categories of paraphilias according to 
their severity. The WFSBP has recently also published guidelines for the treatment 
of adolescent sex offenders with paraphilias [72]. 
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